A 50-year-old married male presented with complaints of excessive water intake (7-8 L/day) and repetitive, intrusive ideas about the same, for the last 1 year which is further increased for the last 2 months. One year back, he had an episode of HSV encephalitis which was resolved within 1 month; however, he started having repeated thoughts of taking water and sexual obsessions (about having incestuous relationship). Although he recognized it as his own thought and tried hard to resist it, he did not succeed. For this, he additionally used to perform various compulsive rituals such as touching the head or praying, etc., however, those would only aggravate the symptoms. Over and above, for the last 8 months, he used to feel that some foul smell
INTRODUCTION
Polydipsia has always been an intriguing entity in clinical psychiatry since long. Other than being commonly associated with patients of chronic schizophrenia, as described in the past, it can also mimic and present in other psychiatric disorders, and thus, may be elusive for diagnosis and treatment. [1, 2] Here, we describe a patient having polydipsia with obsessive-compulsive features which, after detailed investigations, were found to be secondary to herpes encephalitis. The case will also delineate how we can neurobiologically explain the presenting symptoms.
was coming from his mouth for which, as he reported, he started drinking excessively.
His physical examination (including examination of oral cavity) revealed no abnormality. Blood pressure was 110/70 mm of Hg, PR 76/min. Mental status examination showed that he was well kempt, tidy and was having obsessive thoughts of taking water, and an anxious affect. The obsessions were egodystonic, repetitive, intrusive, and involved minimum 6 h in a day. His routine investigation reports were within normal limits: Na: 133 mEq/L; K: 3.6 mEq/L; urea: 13 mg/dL, creatinine: 0.6 mg/dL, fasting blood sugar: 90 mmol/dL, and postprandial blood sugar: 132 mmol/dL. Urine routine examination and ultrasonography of urinary system showed no specific abnormality.
A provisional diagnosis of "Polydipsia under investigation" was made, and he was admitted to our department for observation and diagnostic clarification. On admission, his daily water intake was quantified, and it was nearly 10-12 L/day, body weight was 55 kg, and he was passing 1200 ml of urine daily. Just after the admission, the urine osmolality was documented to be 246 mOsm/kg (normal is above 300 mOsm/kg). The endocrinologist worked up for diabetes insipidus (DI) and primary polydipsia. Normal renal function tests ruled out nephrogenic causes of DI. Later, the patient was subjected to 7-hour water deprivation test and was administered vasopressin. The results ruled out pituitary DI. Further, average serum cortisol after corticotrophin stimulation test ruled out hypothalamic-pituitary-adrenal axis dysfunction.
The magnetic resonance imaging report showed nonenhancing signal intensities in the right uncus, hippocampus, and right cingulate cortex. We treated him on tablet fluoxetine, 20 mg/day, along with behavioral management and psychoeducation, and advised to add sugar and salt to his water bottle. The patient improved within 1 month and is maintaining in remission at 3 months follow-up with a Y-BOCS [3] score of 7/40.
DISCUSSION
Psychogenic polydipsia is a diagnosis of exclusion and was reported in the psychiatric literature since early 20 th century, before the introduction of antipsychotic medication in chronic mental disorders particularly schizophrenia. [2] Although previously called psychogenic, nearly all polydipsia patients are hypothesized to be having some physiologic abnormities. In schizophrenia patients, ADH and vasopressin dysregulation are presumed to be responsible. [4] Moreover, primary polydipsia has an obsessive component in most of the cases, and converging evidences are being found for polydipsia being a distinct subtype of obsessive-compulsive disorder (OCD). [5, 6] Moreover, in basic research, there exists a rat model of obsessive-compulsive disorder in which rats exhibit exaggerated drinking behavior when presented with food pellets under a fixed-time schedule, schedule-induced-polydipsia, which also shows how closely those two are interlinked. [7] Anterior cingulate cortex (ACC) is a part of the error detection system of the brain, and abnormal activity of ACC and orbitofrontal cortex has been demonstrated in OCD patients. [8] Whereas uncus is covered by part of olfactory cortex; hence, it is very intricately involved in olfaction. [9] We hypothesize that, in our case, the involvement of ACC probably caused the obsessive symptoms. Furthermore, dysfunctional uncus sequentially caused the persistent halitosis, which, afterward, was channelized to florid polydipsic behavior with further involvements of hippocampus and limbic system, [10] key components for thirst regulation [ Figure 1 ].
CONCLUSION
Polydipsia is always an intriguing phenomenon in psychiatric patients and sometimes can be explained by sequential neurobiological phenomenon, especially when it occurs after any central nervous system infection, similar to our case. Meticulous history, brain imaging, and neurobiological correlation with psychopathology are of paramount importance not only for treatment but also for theoretical psychiatry.
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